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H. Matsuda,* H. Ogino, H. Sasaki, K. Minatoya, T. Yagihara and S. KitamuraDepartment of Cardiovascular Surgery, National Cardiovascular Center, Suita, Osaka, JapanThe infection of an endoluminal stent graft (ESG) for AAA repair is unusual. We report the successful management of this
serious complication with an open in situ graft replacement and omentopexy..Report
A 77-year-old male was admitted for persistent fever
and lumbago. He had a secondary stent graft place-
ment for type III endoleak 2 months before this
admission. The initial placement of a custom-made
stent graft for his AAA had been done 4 years
previously. He also had a history of coronary artery
disease treated by repetitive catheter interventions and
a carotid artery stenosis. His WBC count was
13,400/mm3 and CRP was 25 mg/dl. A CT scan
showed a tear of the posterior wall of the aneurysm
with no extravasation of contrast. After a week of
antibiotic therapy, WBC decreased to 8540/mm3 and
CRP to 13.28 mg/dl, however, his symptoms did not
improve. CT showed abscess formation in the left
psoas muscle, and FDG-PET showed marked accumu-
lation behind the AAA (Fig. 1).
Through a midline laparotomy, the expansive but
not pulsatile AAA was exposed. From the left psoas
muscle, turbid pus discharged. After suprarenal aortic
clamp, the aneurysm sac was incised. Massive muddy,
but not bloody, discharge was encountered (Fig. 2). A
defect in the posterior wall, 20 mm in diameter, was
found. The stent grafts were removed and the aorta
was divided just below the renal arteries. The
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resected completely. The duration of the suprarenal
aortic clamp was 37 min. After the vigorous lavage
with 30 l of normal saline, the graft was wrapped with
an omental flap pedicle.
His symptoms improved, and WBC and CRP
returned to normal within a few weeks. The culture
of the psoas abscess and the AAA revealed Bacillus
cereus. He was put on antibiotics for 6 months. He
showed no sign of infection for 1 year after the surgery.Discussion
The rate of ESG infection varies: 0.55% at 7 years among
362patients1 and 3.5%at 52months among144patients.2
Fiorani et al. reported fromaninternationalquestionnaire
that ESG infection rate (0.4%) was lower than for
conventional open repair.3 The cause of ESG infection is
controversial. Thedelivery sheathmayprevent thedirect
contact between ESG inside and the skin, however, ESG
within the aorta has no protection against bacterial
contamination until the neointimal covering.3
Jackson et al. reviewed 18 cases of abdominal ESG
infection and eight of them were complicated with
graft-duodenal fistula.4 The exact cause or risk factors
of ESG infection are still to be investigated.3 In this
case, repeated stent graft procedures which were
performed in the radiological suite might be the
positive factors for ESG infection.1,3
Extra-anatomical bypass with aortic stamp or in situEJVES Extra 9, 116–117 (2005)
doi:10.1016/j.ejvsextra.2005.02.024, available online at http://www.sciencedirect.com onD license. 
Fig. 1. Preoperative CTshowed a tear of the posterior wall (a)
and an abscess in the left psoas muscle (b). FDG-PETshowed
marked accumulation behind the AAA (c).
Fig. 2. Endoluminal stent graft was surrounded with
massive muddy, but not bloody, discharge.
Stent Graft Infection 117graft replacement is a difficult choice for this serious
complication. Fiorani et al. reported the lower mortality
with in situ graft replacement and pointed the possibility
that the extra-anatomical bypass was indicated for more
severely diseased patients.3 We chose to treat infectedabdominal aorta with an in situ graft replacement, of
which the proximal anastomosis can be performed with
the same margin as for the aortic stump, complete
debridement of the infected tissue, and omentopexy. The
proximal end of stent graft is usually located more
proximally than the open graft anastomosis, clamping of
the suprarenal aorta may be more often needed for the
stent graft infection than the usual infectious aortic
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